Bacillus cereus typically presents as a gastrointestinal infection, but rarely manifests as systemic disease. This report describes a case of Bacillus cereus related endocarditis that presented as a sickle cell crisis and bacteremia. Initial clinical suspicion was for laboratory contamination of blood cultures. The case herein described is intended to demonstrate an uncommon presentation of Bacillus cereus infection and highlights the value of an aggressive need to further investigate and interpret unexpected blood culture findings in clinical practice, early adequate antimicrobial therapy, prompt diagnosis, and consideration to urgent surgical interventions in such cases.
The pulmonary and abdominal findings were normal.
Laboratory examinations showed that the peripheral white blood cell count was 10,580 cells/µL (normal range 3950-11,350 cells/µL) with neutrophils 62%, lymphocytes 28%, monocytes 6%, and eosinophils 3%. His red blood cell evaluation showed hemoglobin and hematocrit values at 8.0 g/dL and 23.4%, respectively, and evidence of hemolysis with lactate dehydrogenase at 332 U/L (normal range, 81-234 U/L). Elevated serum levels of C-reactive S24 (6) were used. Based upon culture reporting, the antimicrobial treatment was switched to vancomycin monotherapy with subsequent blood cultures becoming negative 1-week later.
The patient's clinical scenario supported the diagnosis of a long-term catheter-related bloodstream infection (CRBSI) according to the published criterion from the Infectious Diseases Society of America (IDSA) for both quantitative blood cultures and differential time to positivity (DTP) (7) . Therefore the patient underwent further examination by both transthoracic and transesophageal echocardiography (7) . Two-dimensional, M-mode transthoracic echocardiography (TTE) noted only an ill-defined echogenic density involving the right atrium and indwelling central venous catheter (FIGURE 1). Transesophageal echocardiography (TEE; Previous reports suggest IVDA (11, 12, 14, 16, (34) (35) (36) 
